and active groups was discussed. Dr. Mclntyre continued by describing the application of the above principles during pregnancy and the first three months after delivery, emphasizing that, in general, pregnancies are regarded as incidental in the lives of the tuberculous patients and that, within limits, all efforts are directed towards treating the disease and ignoring, for the time being, the pregnancy. He discussed the factors influencing choice of treatment, the different groups in which pregnancies are allowed to proceed to term and the various sugrical measures employed during pregnancy. Stress was laid on the fact that therapeutic abortion is reserved in Robroyston Hospital for the patient whose lung lesion is active, extensively bilateral and with an unfavourable prognosis.
The methods of perfornrng therapeutic abortion in such cases was then considered and the conduct of labour in cases permitted to go to term was described. The results from the first 150 cases treated in the Robroyston unit were analyzed, a notable feature being the fact that 134 of them went to term. Premature evacuation of the uterus was carried out in other 14 patients, the results in this group showing that therapeutic abortion does not necessarily bring about improvement in the tuberculous patient.
The 2 remaining patients died undelivered. In conclusion, Dr. Mclntvre said that experiences to date in Robroyston Hospital impel the belief that collapse therapy is the mainstay in the management of the tuberculosis in pregnancy and that, to be efficacious, it must be instituted early in pregnancy.
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